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III. THE USE OF ELECTROSHOCK IN THE TOTAL PSYCHIATRIC TREATMENT PROGRAM* 


A. E. BENNETT, M.D.** 
Berkeley, California 


The so-called shock therapies have opened 
an epoch in psychiatric medicine. The meth- 
ods introduced by Sakel and Meduna have 
stimulated wide research in the therapeutics 
of mental illnesses, and successes of improved 
treatment have aroused new interest in psy- 
chiatric medicine. Certainly psychotherapists 
have been impressed by the fact that reactive 
emotional illnesses primarily emotional are 
now relieved by a few treatments which 
change cerebral metabolism, whereas similar 
patients often did not recover after months 
of psychologic guidance by whatever method. 
However, these radical new therapies for the 
psychoses are only part of a total treatment 
program. 


History 


Meduna first introduced convulsive shock 
therapy after investigating the histopath- 
ology of epilepsy (1932) and experimenting 
with camphor-induced epilepsy in the guinea 
pig (1934). After discarding some 15 convul- 
sant drugs as too dangerous (the convulsant 
dose was near the lethal one) he offered 
metrazol as a treatment for schizophrenia! 


*From lectures given at the Winter Veterans 
Administration Hospital, Topeka, Kansas, Janu- 
ary 17, 1947; The Institute of Living, Hartford, 
Connecticut, December 17, 1947; and Texas 
Neuropsychiatric Association, May 2, 1949. 

**Chief of Neuropsychiatry Department, Herrick 
Memorial Hospital; Director, A. E. Bennett 
Neuropsychiatric Research Foundation, Berk- 
eley, California. 


in 1935. Some early investigators opposed the 
therapy, but it soon gained acceptance and 
the value of convulsive therapy in certain 
psychotic states has achieved a firm scientific 
basis. 

The drug metrazol, or cardiazol, became 
the popular means of inducing convulsions 
until Cerletti and Bini in 1938 introduced 
electrically induced seizures. These have 
proved equally effective, less dangerous and 
more comfortable for the patient. Practically 
all experienced neuropsychiatrists use this 
technic. Likewise all agree that grand mal 
seizures are essential and that subconvulsive 
shocks fail to produce results. 

Some proponents claimed that electroshock 
abolished fear of treatment, reduced post- 
treatment discomfort and markedly decreased 
traumatic accidents. These contentions were 
later largely disproved. The only element of 
fear removed was the aura experienced with 
the metrazol seizures. With the first 3 or 4 
treatments vague dread of treatment de- 
velops, to be expected with any procedure 
in which one is “put to sleep.” Thereafter, in 
most patients the dread of treatment re- 
sembles the fear associated with metrazol, 
Rarely is this fear sufficient to interfere with 
the progress or to destroy rapport and only 
occasionally need the patient be persuaded 
to take his treatment. Some of the appre- 
hension is due to ensuing mental confusion 
and the patient may require reassurance that 
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he is not losing his mind. Post-treatment 
discomfort is reduced — headaches, nausea 
and occasional vomiting occur, but much less 
frequently than with metrazol. Traumatic 
accidents have not been greatly reduced by 
straight electroshock treatment as compared 
with metrazol. This hazard is discussed in 
more detail under complications. 


Modification of Technic 


Apparatus: The generally accepted method 
of electrically induced seizures has been the 
use of 60 cycle alternating current, 90-150 
volts, given bitemporo-frontally for 0.1 to 0.4 
seconds. Modifications of this technic have 
been various. A method of electronarcosis, 
introduced by Tietz, Thompson, Van Harre- 
veld and Wiersma,” reduces the current, after 
an initial convulsive dose, to 60-75 milliam- 
peres and continues unconsciousness for 7 
minutes. Treatments average 15-25 in number 
and over 1,000 have been given without com- 
plications. The authors claim superior results 
in schizophrenia, but Bowman and Simon* 
have found no advantages or improved ther- 
apeutic results and some increased hazards 
in electronarcosis. 

Wilcox,* in the Reiter technic, employs 80 
ma. of 60 per second direct current pulses 
about 1 second, with the electrodes in the 
vertex-positive left-temple-negative position, 
obtaining convulsions without undue fear 
reactions or memory complications. Liberson® 
concedes fewer memory disturbances and 
EEG changes with this technic, but claims 
still further reduction in memory disturb- 
ances by his brief stimulus method. The tech- 
nic, with pulse durations of about 0.5 msec. 
and a frequency 100-200 per sec., leads to 
marked diminution of the energy required 
and to minimal memory disturbances, thus 
permitting wider use of the therapy. Med- 
licott® agrees, but has found increased fear 
of treatments. 

Liberson states two limiting factors with 
BST: 1) with too high peak current, danger 
of fractures and compression increases; 2) 
with too low peak current, fear of treatment 
increases. Various combinations of total time 
of stimulation, pulse duration and peak cur- 
rent or sedation usually serve to prevent these 
undesirable side effects. Many patients pre- 
viously treated by ECT prefer BST because 
it produces less confusion, memory disorder 
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and headache, which hinder reeducation and 
psychotherapy. Although many patients stil 
dread the treatments, they are better able 
under BST, to verbalize their fears. Technical 
adjustments of the method and firm Patient 
management of each case by medica] and 
nursing staff can overcome this fear in most 
cases, Liberson believes. 

This theory assumes that decreasing th, 
electric energy used to produce Convulsions 
decreases the risk of brain damage, The 
authors claim no superiority in therapeyti 
results except reduction of memory disturp. 
ance to a minimum. Inducing a seizure wit, 
the smallest amount of current may be ap 
improvement but does not eliminate fear of 
treatment and in some instances increases 
anxiety. 

Heath and Norman’ used a conventiona] 
shock machine, with electrodes 8 mm. ip 
diameter instead of the usual 5 cm. ones, on 
4 sites: high on Brodmann area 4; through 
area 11; through areas 9 and 10; and at the 
upper border of the zygomatic process. Re. 
sults of these stimulations showed that: 1) 
amnesia is not necessary for clinical improve- 
ment; 2) respiratory complications are less. 
ened by avoiding area 6B; 3) stimulation of 
the frontal lobes results in some benefit but 
is more effective with a convulsion; and 4) 
stimulation above area 38 is ineffective. Ina 
small number of cases autonomic stimulation 
without production of convulsions seemed to 
aid improvement. 

Drugs: Combinations of insulin and con- 
vulsive shock have improved results with 
many patients resistant to treatment. Usually 
convulsive shock is tried first because of 
simplicity and economy, followed by insulin 
coma if response is poor. Many investigators 
advocate combining the technics and report 
salvaging certain cases that would otherwise 
be lost. 

Subshock insulin is also of value when given 
just prior to electroshock in certain appre 
hensive patients; at the end of convulsive 
therapy, if pushed to the stupor stage and 
carried out daily for about a week, it aids in 
overcoming tension states that occur in the 
post-treatment confusional period. We believt 
subshock insulin helps to relieve some alk 
iety symptoms. Nutritional gain is definite 
and the patient feels there is something 
tangible in the treatment. The nursing calt 












Ly 


ind 
till 
lle, 
Cal 
ent 
ind 







the 
















































1949 


and increased attention the patient receives 
nave psychotherapeutic effects. Upon receiv- 
ing food after the hypoglycemic shock, pa- 
tients are often euphoric and _ ventilate 
problems as in the abreaction seen with 
intravenous barbiturates. 

Barbiturates: Intravenous amytal before 
electroshock is believed to reduce blood pres- 
sure and incidence of fractures, lessen fear 
and prevent postconvulsive motor restless- 
ness. Amytal does not influence the severity 
of muscular contractions during the con- 
vulsion. Pentothal has likewise been recom- 
mended. While these drugs allay fear of 
treatment and help the occasional patient 
who becomes excited or delirious after treat- 
ment, their use need not be routine. The 
principal indication is with patients who are 
so fearful of treatment that they cannot 
cooperate. The drugs are also used to prevent 
the patient from knowing he is receiving 
E.C.T. Most patients accept our explanation 
of the treatment and cooperate well. 

At times, after the first treatment, a patient 
displays extreme restlessness; thereupon in- 
travenous sedative nembutal, 3.75 grs., is 
given to prolong sleep and is continued after 
each subsequent treatment. These patients 
appear to have less apprehension and do not 
talk about their treatment to other patients. 
This modification may prove to alleviate 
some of the disagreeable reactions after E.C.T. 
Many writers contend that routine use of 
barbiturates lessens traumatic hazards and 
obviates the necessity for curarization. We 
have not found this to be true, and discuss 
under complications of therapy our exper- 
ience. 

Mode of Action: We must frankly admit 
we do not know why convulsive seizures 
favorably influence abnormal emotional re- 
actions. We know something about metabolic 
changes within the brain following a seizure 
and about vascular and electroencephalo- 
graphic changes, but we do not understand 
the mode of action. 

Theories so far advanced concern either 
organic or psychologic action. Recently Gor- 
don® collected 50 theories from the literature. 
The somatogenic theories include weakening 
of associative traits, effect upon brain metab- 
olism, alterations in nerve cell membranes, 
production of capillary spasms and reduction 
of cortical activity and cerebral function. 
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Psychogenic theories include stimulation and 
mobilization of self-preservative drives, un- 
conscious feelings of dying and resurrection, 
release of inhibitions, feelings of atonement 
for guilt and temporary adjustment of per- 
sonality to a lower level. Frosch and Impas- 
tato® believe a major immediate effect is 
practically a complete dissolution of the ego, 
then milder repetitions and regression to an 
archaic ego, from which various reintegra- 
tions are attempted and attained. 

Studies by Moriarty and Siemens? have 
shown that EEG changes in electroshock 
with unidirectional current parallel the num- 
ber and frequency of treatments; that in 
most cases the EEG returns to normal in 
about two weeks after cessation of treatment. 
Weil and Brinegar!! confirm these findings 
and add that EEG changes are less pro- 
nounced after unidirectional than after alter- 
nating current. Their group of patients aged 
25 to 44 years showed fewer EEG changes 
than did those younger or older. Normal pre- 
shock EEGs pointed to a better prognosis 
than did abnormal ones; highly abnormal 
EEGs recorded two weeks after cessation of 
treatments usually indicated need for further 
hospitalization and treatment. 

It is my belief that the improvement in 
affective disorders from convulsive therapy 
follows the induction of mental confusion. 
As a rule improvement first appears after 
4 or 5 treatments and coincides with recent 
memory impairment. In older patients mental 
confusion occurs with 1 or 2 seizures; in 
younger ones it may not occur until 6 or 8 
are given. This organic confusional state 
makes the patient forget his worries and 
breaks up self-consciousness and obsessive 
thinking. The reaction closely resembles that 
seen following lobotomy. In other words, some 
mild organic brain damage follows convul- 
sions, but a few seizures do not permanently 
impair memory. Pushing the treatment to 
the extreme superimposes a definite organic 
psychotic reaction. 

The question of memory defect and intel- 
lectual impairment and their significance 
for therapeutic results is controversial. In 
electroshock therapy for involutional depres- 
sion Brody?” reports memory defects lasting 
up to 18 months. He infers that brain dam- 
age is permanent or semi-permanent. Kalin- 
owsky?? found that impairment of memory 
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<xtends from more recent to remote events 
exactly as in organic brain disease. He does 
not consider complete disorientation a sign 
for discontinuing treatments, but recom- 
mends spacing the intervals, with at least 
20 shocks for schizophrenia. The proof of 
whether confusion resulting from treatment 
is necessary for therapeutic value must await 
adequate psychologic studies. 


Indications for Electroshock Therapy 


Schizophrenia: The value of convulsive 
therapy in schizophrenia is controversial. 
Evaluation seems to repeat the experience 
with insulin: At first over-enthusiastic reports 
of a high rate of remissions, later more con- 
servative reports of relapses and ultimately 
disappointing results. For sustained results, 
especially in paranoid types, more radical 
therapists recommend a large number of 
treatments (up to 50), producing profound 
organic sensorium defects equivalent to an 
amentia greater than that seen in lobotomized 
patients. The evidence so far presented does 
not justify such intense therapy. 

In schizophrenic patients unimproved after 
adequate courses of insulin or convulsive 
shock therapy, Kennedy and Anchel** in- 
duced 2 to 4 grand mal convulsions daily for 
10 to 14 days, thereby obtaining a marked 
degree of regression, to an infantile level. 
Of 25 patients, 7 improved enough to go home 
and 11 enough to become useful workers in 
the hospital, while 6 attained a convalescent 
status in the hospital. Thus, 24 improved 
considerably, and those who regressed the 
most obtained the greatest benefit. The 
authors recommend this treatment when less 
drastic therapy has failed. 

Even though convulsive shock may have 
no sustained value in true schizophrenia it 
is a valuable symptomatic treatment to con- 
trol acute excited or aggressive paranoid 
patients. It is more justifiable to treat such 
a patient several times than to resort to 
excessive sedation or continuous restraint. 
One observes less use of hydrotherapy and 
packs in institutions now using electroshock. 

The one group of schizophrenic patients 
who respond better than others are those 
with affective admixtures—mixed depressive, 


catatonic or manic-like excitement states. 


Improvement in this group always brings up 
the question of diagnostic accuracy. Best re- 
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sults are obtained in so-called Schizophre 
of acute onset, with strong affective’ reac. 
tions, in individuals with good previous social 
adjustments. Prognostic studies prior to ther. 
apy are valuable. Use of intravenous barbj- 
turates to determine affective TESPONSivenes 
and Rorschach tests are valuable guides in 
deciding whether therapy is indicated. Inter. 
views with the patient under barbiturate 
narcosis also reveal important Conflictua) 
material to be discussed during later Dsy- 
chotherapy. 

Affective Psychoses: There is almost no 
dispute as to the value of E.C.T. in affective 
disorders. My initial report?> in 1938 of the 
near specificity of this treatment in shorten. 
ing the course of severe depressions has been 
adequately confirmed by all investigators, 
Results have been surprisingly uniform: 99. 
90 per cent of full or social recoveries from 
all types of depressive reactions—with the 
best results seen in involutional or presenile 
depressions formerly most resistant to ther. 
apy. No previous method of treating a de. 
pression had ever consistently terminated the 
condition. Recoveries were usually spontan- 
eous after prolonged illness, regardless of 
methods used. E.C.T. consistently eradicates 
all depressive features in from 6 to 12 treat- 
ments. 

Recently Huston and Locher'® compared 
61 cases of involutional psychosis treated by 
electroshock with 93 control patients. E.CT, 
reduced hospital residence from a median of 
7 months to that of 1144 months, and effected 
many more recoveries. These authors als 
report/®> that therapy greatly shortens the 
duration of depression in manic depressive 
psychosis, as shown by a study of two groups. 

Patients with manic excitement states re- 
spond almost as well, but require more treat- 
ments and closer follow-up for possible re- 
lapses. At least 12 treatments should be given 
in acute manic syndromes; about half the 
patients will then remain well. If after one 
or two weeks’ observation relapse begins the | 
course should be extended to 20 treatments 

Fabing’s!* modification of E.C.T. may prove 
to be extremely valuable. Combining 5 cc. df 
intravenous coramine and E.C.T. in 100 casts 
of agitated and excited states reduced manic 
excitement quickly, cleared the disorders wit 
fewer treatments and did not increase har 
ards. We are favorably impressed with ow 
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trial of this technic, which needs more con- 
firmation before one can be sure of the value 
of coramine. Any method which will lessen 
the number of treatments and produce sus- 
tained results in acute manic excitement 
states will be a great step forward in therapy. 

Hamilton and Ward'® warn that patients 
treated with hormones before admission often 
become more agitated, with increased suicidal 
drives. Hormonal treatment should be used 
only after careful evaluation. Of 100 patients 
treated with estrogens only 4 had seemingly 
penefited, they concluded. 

There is some controversy about which type 
of depression responds best to treatment; 
whether the cycle can be influenced in true 
recurrent manic depression; what the exact 
technic is; what is the best type and pre- 
ferred number of treatments; and whether 
adjunctive therapy such as psychotherapy, 
drugs, hormones and nutritional gain are of 
value. Some of these questions will be dis- 
cussed later. At present the best evidence 
indicates that the therapy does not break 
up the recurrent manic depressive cycles. 

Psychoneuroses: E.C.T., used by many in the 
treatment of psychoneuroses, has proved dis- 
appointing. However, it may be indicated in 
some psychoneuroses that do not respond to 
psychotherapy. Obsessive compulsive neuroses 
do not respond well unless the obsessive 
features are secondary to a depressive state. 

Anxiety states: Many so-called anxiety 
states are true affective disorders. Depres- 
sions frequently begin with anxiety symp- 
toms, then merge into clear cut depressions 
and progress again through a state of anx- 
iety to full recovery. Convulsive therapy will 
break up the depression if the picture is 
predominantly depressive, but will not benefit 
straight anxiety states and may even make 
them worse, causing increased panic states. 

Psychoneurotic depressions: A reactive de- 
pression responds readily to shock therapy. 
After relief of the depression these patients 
need psychotherapy. Many of these condi- 
tions are short lived and respond to psycho- 
therapy. If time permits, psychotherapy 
should be tried first. 

Conversion hysteria: Without a distinct 
affective component, shock therapy is not 
indicated. Some cases with conversion symp- 
toms as a part of a depressive state, as in 
chronic invalid reactions, or what Myerson 
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calls anhedonic states, and astasia abasia 
reactions secondary to depressive affective 
reactions respond dramatically to convulsive 
therapy. The question in all these conditions 
is whether a disabling affective reaction is 
present. If so, it will often resist psycho- 
therapy until relieved by shock therapy, 
whereupon psychotherapy can be carried out 
more effectively. 

Pisetsky/® reports improvement of phan- 
tom limb pain but not of psychosis after 
electroshock therapy of a man with involu- 
tional psychosis 5 years after the amputa- 
tion. I have obtained relief of phantom limb 
pain by metrazol.?° 


Contraindications for E.C.T. 


Hazards of the Therapy: Convulsive shock 
treatment is not without risk. A number of 
unexplained deaths have occurred. Although 
many patients with organic cardiovascular 
hypertensive disease have been successfully 
treated, apparently with little increased dan- 
ger, some have died from coronary disease 
shortly after treatment. More follow - up 
Studies are needed, with careful observation 
of the cardiovascular functions after con- 
vulsive therapy. True, many organic diseases 
complicating depressive. psychoses are not 
affected by the therapy: diabetes, pernicious 
anemia, spastic paralysis, hyperthyroidism, 
carcinoma, coronary disease, hypertension 
and cerebral thrombosis have all been asso- 
ciated with severe depressions or manic states, 
yet full remissions have occurred without 
organic complications. These cases should be 
treated if the affective illness is disabling, 
but these diseases increase the hazards, and 
relatives must be so informed in order that 
they can take responsibility for the decision, 
as in other emergency procedures. 

Wortis?? has listed severe hypertension, 
hyperthyroidism, tuberculosis, febrile condi- 
tions, active cardiovascular disease and préeg- 
nancy as contraindications to shock therapy. 
Advising repeated clinical and laboratory 
examinations of the heart during a course 
of electroshock, Linn and Ottenheimer?? use 
atropinization of elderly patients prior to 
treatment. Curare has enabled Van Acker 
and D’Haenens?? to use electroshock with 
patients otherwise untreatable. Altschule and 
Tillotson?3* use curare to diminish post- 
convulsive strain, on the basis that myo- 
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»ardial damage probably occurs shortly after 
instead of during the convulsion. We have 
successfully treated many patients with all 
forms of organic complications as listed, and 
also pregnancy at every month up to within 
two weeks of term. However, all of our pa- 
tients are protected by preliminary curariza- 
tion which we are convinced greatly reduces 
the hazards of the therapy. 

In our experience shock therapy has aggra- 
vated pulmonary disease, chronic bronchiec- 
tasis and decompensated rheumatic heart 
disease to the point of shortening life. The 
only definite contraindications (provided 
combined curare-electroshock is used) are 
active pulmonary or systemic infections and 
cardiac decompensation. Myasthenia gravis 
contraindicates the use of curare. Beard and 
Harris?* have reported a near fatality from 
curarization in a myasthenic patient. Eaton?> 
has stressed the importance of ruling out 
suspected myasthenia gravis wherever pre- 
liminary curarization is to be used. We have 
repeatedly emphasized this fact and shown 
that myasthenia is closely allied to curariza- 
tion. Myasthenics are so sensitive to minute 
doses of curare that we found it to provide 
a specific diagnostic test?® of the disease by 
aggravating myasthenic symptoms. 

The question whether convulsive shock 
therapy may initiate convulsive seizures has 
provoked considerable discussion and has 
engaged a number of workers. The present 
belief is that electroshock never actually 
produces a spontaneous epileptic state, but 
may precipitate it in predisposed persons 
with constitutional dysrhythmia. These con- 
clusions are based upon electroencephalo- 
graphic studies before and after treatment.?? 


Misuse and Abuses of Therapy 


The promiscuous use of E.C.T. without 
other adequate psychiatric therapies has be- 
come a medical scandal. Many institutions 
use it wholesale for all forms of mental ill- 
nesses without any other therapy—no proper 
nursing supervision, no occupational ther- 
apy, no psychotherapy—simply a pure physio- 
therapeutic procedure. They do not follow 
up patients or note relapses. Patients’ fears 
drive them to suicide because of this failure 
to incorporate the therapy into a complete 
psychiatric program. Many poorly trained 
psychiatrists or non-psychiatrically trained 
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doctors administer the therapy in Offic, 
general hospitals or in homes. Jackson2 
urges its use in general hospitals ang by non. 
psychiatric practitioners: “The methog is 59 
simple and so safe that it is now being 
in practically all hospitals in the state.” 
The question of using electroshock therapy 
with ambulatory patients is important. Kaji. 
owsky and Hoch?® believe the social gain of 
reaching more patients outweighs the gig. 
advantage and have carefully worked out , 
technic. Patry°° with one assistant gave oye 
375 treatments to some 55 patients, dismis. 
sing the patient upon return of conscioys. 
ness. One intracapsular humerus fracture 


‘required surgical reduction and only a fair 


functional use resulted. Many others have 
justified, upon economic grounds, its use jp 
offices or out-patient clinics. Such reports 
may give the uninitiated a false sense of 
security. Ordinary office treatment reduces 
psychiatric therapy to pure physiotherapy, 
incurs added risk and neglects important 
adjunctive psychiatric therapy. Psychiatrie 
guidance is always necessary for both pa- 
tient and family after a course of treatment. 
A fracture or other serious result under such 
circumstances may render the physician 
liable to claims for malpractice.*! 

Although such technics may temporarily 
succeed they are to be condemned.*? Relapses 
in these cases make further treatment dif- 
ficult since patients tend, after 4-5 shocks, 
to refuse additional treatment. Hospitaliza- 
tion with complete psychiatric treatment 
regime is necessary to obtain the best sus- 
tained results. The frequent failures from 
careless methods discredit psychiatric treat- 
ment as a whole. 

Because of reported promiscuous and in- 
discriminate use of electroshock therapy the 
Group for the Advancement of Psychiatry, 
Committee on Therapy, in September 19, 
issued a preliminary report evaluating the 
therapy but discouraging its use within pri 
vate offices. Later, in a supplemental report, 
the Group for the Advancement of Psychiatry 
in November 1948 again reviewed the prob- 
lem and reiterated the essentials of training 
of psychiatrists and outlined the usefulness 
of electroshock as part of a total psychiatrit 
treatment program. The second report It 
considered the problem of ambulatory treat 
ments, stating that electroshock may be safelj 
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utilized on “! ambulatory basis in office or 
out-patient clinics under ideal and carefully 
controlled circumstances. The facilities and 
management of such treatments were care- 
fully described in the report. 

Complications: Traumatic complications of 
drug convulsive therapy were so great that 
many abandoned the treatment. With the 
advent of electric shock many workers main- 
tained that both the percentage and severity 
of traumatic incidents were markedly re- 
duced. All investigators as a result have dis- 
missed too lightly the problem of traumatic 
complications. Statements such as ‘“‘compli- 
cations are infrequent, or reduced to a min- 
imum by proper restraints” dodge the issue. 
The facts are that straight electroshock pro- 
duces severe convulsive seizures, sufficient to 
fracture extremities and vertebrae and to 
cause muscular ruptures with dislocation. 
Indeed humeral and scapular fractures may 
occur more often from electroshock than 
from metrazol convulsions. 

Traumatic complications are still frequent, 
although curarization has been proved to 
eliminate them completely. Many experienced 
psychiatrists admit the problem of fractures 
with other methods of restraint and concede 
the effectiveness of preliminary curarization, 
but reject it as dangerous. They advocate 
such substitutes as intravenous barbiturates, 
hyperextension of the spine, preliminary 
insulin coma, etc. None of these measures will 
adequately protect the patient. 

A recent review?* of 230 patients receiving 
electroshock without mechanical restraints or 
previous paralyzant showed that 53, or 23 per 
cent, sustained fractures of one or more 
bones; of these 49 involved the spine, with 
1 to 5 vertebrae fractured, mostly in the 
upper and midthoracic areas. Of 3 cases of 
pelvic fracture, 2 showed preexisting osteo- 
porosis of the bone. Even these figures re- 
flect understatement, since all patients had 
preliminary x-rays but no postshock films 
except upon complaint. 

Aside from skeletal complications far too 
little attention has been paid to visceral com- 
plications. Veterinarians who have stunned 
cattle with electricity in slaughter houses 
found that the ensuing convulsions produced 
in lungs, other viscera, muscles, etc., petechial 
hemorrhages indistinguishable from hemo- 
Irhagic septicemic states. These soft tissue 
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injuries undoubtedly occur in humans, as 
seen in petechial skin hemorrhages following 
convulsive seizures, and probably account for 
the flare-ups in latent pulmonary tubercu- 
losis. Conway and Osmond** report an aspi- 
ration complication in a patient not prev- 
iously tuberculous. An inhalational non- 
putrid lung abscess developed after electro- 
shock treatment. We have had one such 
complication. A patient regurgitated gastric 
contents and inhaled it at the end of treat- 
ment. The diagnosis of a plugged bronchus 
was made upon x-ray and bronchoscopy per- 
formed immediately; the foreign material 
was removed and penicillin given. Undoubt- 
edly a.lung abscess was prevented. 

Curarization: After distressing experience 
with fractures following metrazol, and trial 
and error with many preventive procedures, 
including preliminary spinal anesthesia, we 
finally developed preliminary curarization as 
a perfectly safe, completely satisfactory tech- 
nic in eliminating traumatic complications. 
With the advent of electroshock therapy we 
continued its use and have never given a 
private patient electroshock without the safe- 
guard of the shock absorber, curare. In over 
20,000 treatments we have had no accidents 
we could attribute to curare. On the other 
hand, we have treated numerous serious risk 
patients unable to be successfully treated 
without its use. 

Wilbur and Fortes*> report improvement 
in 28 of 40 patients aged 70-83 years, treated 
by electroshock in my department. This addi- 
tional report confirms my pioneer work that 
convulsive shock is well tolerated by the aged 
and that curare modification of the technic 
makes for safety with these elderly patients. 

Many writers have objected to the use of 
curare upon various grounds. Such state- 
ments as follow appear in the literature: 
“Not infrequent respiratory embarrassment, 
sometimes serious effect on cardiac action; 
several deaths occurring in curare electro- 
shock treatments;” “curarization is danger- 
ous unless the physicians stand ready to com- 
bat prolonged apnea and suffocation with 
artificial respiration, the administration of 
prostigmine and the insertion of an airway.” 
Some admit the value of curare but advise 
against routine use, limiting it to patients 
with previous bone fractures or bone disease. 

These objections to the use of curare de- 
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note misunderstanding of the physiologic 
reaction of the drug, the correct dosage and 
proper management of the patient. It is not 
true that curare is a cardiac and respiratory 
depressant. It has no toxic or side reaction 
and is not a lethal drug. Electroshock itself 
temporarily depresses respiration and at 
times apnea occurs, but curare does not pro- 
duce the apnea. The obstruction to respira- 
tion, usually due to relaxation of pharyngeal 
muscles and tongue, is readily overcome by 
holding the patient’s jaw forward for a few 
minutes until the effect of curare wears Off. 
If cyanosis does not then immediately clear 
up and the patient is near consciousness, an 
intravenous injection of 1 cc. of 1-2000 pros- 
tigmine may be given. Such reaction, however, 
means either too large a dose—whereupon 
the dose should be reduced 10 or more mg. 
at the next treatment; or a timing error, in 
that the convulsion was given before the 
peak of curarization was reached. In no cases 
are these reactions life endangering, since 
anesthetists give twice these doses under gen- 
eral anesthesia without danger or need of 
artificial respiration. 

Workers completely familiar with the tech- 
nic have no trouble; only the inexperienced 
find difficulties and make inaccurate state- 
ments. Any therapy may be hazardous in un- 
skilled hands. Technics must be perfected or 
occasional accidents will happen, for which 
the operator —not the drug, is to blame. 
Proper technic can be learned by careful ob- 
servation in clinics where curare is routinely 
applied. 

Recently in this Journal*¢ I discussed these 
misconceptions, in connection with the Riggs 
and Schlomer report on hazards of curariza- 
tion before electroshock. Their article per- 
haps serves to caution that increased sen- 
sitivity to curare may occur in extremely 
agitated, apprehensive or excited patients. 
Much smaller doses should then be used or 
treatment postponed until the patient is 
quieter. 

Technic of Curarization: The dose of stand- 
ardized curare (intocostrin—each cc. con- 
tains 20 mg.) is estimated for the normal 
body weight of the patient: 1 mg. per 2 pounds 
of body weight is the usual dose for females; 
for robust, muscular males the total dose 
should be 10-20 mg. higher. The intravenous 
injection should take about one minute. Too 
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fast an injection may produce a shocklike 
reaction with a fall in blood pressure and 
obstructive respiration from relaxed Pharyn. 
geal muscles. 

Electrode jelly containing a smal] amount 
of pumice is applied to the temporofronta) 
areas with enough friction to produce a def. 
inite hyperemia. Good skin contact with the 
electrodes is important because less current 
is necessary if skin resistance is Overcome, 
The nurse must always be sure artificial dep. 
tures or detachable bridges are removed from 
the mouth. The bed should not touch any 
metal such as pipes or radiators. 

Two minutes after the injection the pea, 
reaction of muscular relaxation occurs, At 
this point the patient is usually unable to 
lift his head. A dental cotton roll is then 
placed between the molar teeth, the hands 
are held over the chest, the legs are extended, 
the electrical current is applied and a cop- 
vulsion is induced. Immediately following the 
convulsion respiration starts. If the jaw and 
tongue are too relaxed and stridor or obstruc- 
tive dyspnea occurs, the angles of the jaws 
are held forward by a nurse for a few min- 
utes, until the effects of curarization wear 
off. Prostigmin is kept available if needed to 
clear up prolonged curarization. 

Nurses should carefully prevent other pa- 
tients from seeing a patient during or im- 
mediately after treatment. Such experiences 
are psychologically traumatic. Repeatedly, 
patients treated elsewhere report to us the 
ill effect of witnessing a treatment in the 
same room or even assisting with treatments 
by helping to restrain patients, etc. 


Use of Shock Therapy in the Total 
Psychiatric Treatment Program 


As already emphasized, E.C.T. is a symp- 
tomatic treatment largely for the relief of 
disabling symptoms of severe affective dis- 
orders and should be used only as part and 
parcel of a total psychiatric therapeutic pro- 
gram. True, it is a near specific for the relief 
of severe endogenous involutional or presenile 
depressions, but even in these states other 
therapies are indicated and necessary to ob- 
tain the best type of recovery.*’ 

After a complete psychiatric history from 
informant. and patient, and after the ps- 
chologic, physical and neurologic work-up $s 
completed, if the predominance of affective 
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illness is estab!:shed, E.C.T. is indicated. How- 
ever, in an acute reactive or psychoneuro- 
tic depression, psychotherapy, narcoanalysis, 
subshock insulin, etc., may be tried first. A 
good rapport should be established before 
shock therapy is begun. In our practice, this 
work-up and period of observation seldom 
take longer than a week. 

Many psychotherapists condem shock ther- 
apy because of failures or because of its use 
without full psychiatric supervision. Much of 
this criticism is justified; but if critics could 
follow results consistently obtained in cases 
in which E.C.T. is definitely indicated they 
would have to admit its extreme value. 


Frequency and Number of Treatments 


Much difference of opinion concerns the 
optimum number of treatments. Many insti- 
tutions give treatments routinely—daily or 
2-3 times a week—regardless of the type of 
mental illness. Some recommend 20 shocks 
as a minimum for involutional psychoses, 
and 20 to 40 to 60 for schizophrenia. Several 
hundred treatments have been given a single 
patient; and as many as 8 shocks in one day 
to a patient with acute excitement. 

In my opinion the number should be the 
minimum needed for lasting results; quite 
as much depends upon proper push, adjunc- 
tive therapy, good nursing and spacing of 
treatments. Proper utilization of such psy- 
chiatric aids as positive transference, psy- 
chotherapy and nursing management enables 
one to reduce the number of treatments in 
a course. 

The total number of treatments required 
in depression varies with the type and age 
of the patient. Older patients require fewer 
treatments to obtain mental confusion than 
do younger patients. We have learned from 
experience with relapses that to clear a de- 
pression at least 8 convulsive treatments are 
necessary, 10-12 in a few cases, very seldom 
more. Occasionally after an initial course 
we find it desirable to give 2-4 more, to pre- 
vent relapse. In schizophrenia we do not 
advocate the therapy at all unless there are 
distinct affective components; and if we do 
not detect some improvement within 6 treat- 
ments and marked improvement within 12, 
the patient is switched to insulin coma treat- 
ment. In manic states we give 12 treatments 
and then a rest period of 10 to 14 days; if 
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relapse is apparent we go on to a full course - 
of 20 treatments. At least half such cases 
will clear with 12 treatments. 

The individual prescription of treatments 
is important. As a rule the first 4 treatments 
are given every other day; or they may be 
given daily if extreme agitation or stupor is 
present. After 4 treatments an organic con- 
fusional state appears, whereupon 2 treat- 
ments are given at 3-day intervals and 2 more 
at 4-day intervals—a total of 8. Confusion is 
allowed to clear during a two weeks’ observa- 
tion period. If insomnia, anxiety or other 
symptoms recur, 2-4 more treatments (an 
overall total of 12) are given. Each day treat- 
ments are lined up ahead after conference 
with nurses and others in attendance. Daily 
psychotherapeutic interviews with patients 
aid in determining the frequency and total 
number of treatments necessary. 


Associated Therapies 


Nursing Management: First, no visiting is 
the rule. Friends or relatives are not allowed 
during the entire active shock therapy treat- 
ment. The patient’s confusional period makes 
relatives anxious about his welfare, and visit- 
ing during treatment complicates nursing 
management, destroys rapport between pa- 
tient and doctor and increases the patient’s 
drive for premature termination of treat- 
ment. After the patient is convalescing and 
has outside privileges, he may have visitors. 

Nurses carry on a superficial psychotherapy 
by reassuring patients about treatment, dis- 
couraging patients from discussing treat- 
ments and keeping up a constant activity 
program, both occupational and recreational, 
between treatments. 

Following individual treatments nurses are 
in attendance until the patient is fully cons- 
cious, oriented, comfortable and resting. For 
the occasional post-treatment headaches 10 
grs. of acetysalicylic acid is given. The patient 
is kept in bed until lunch time. After lunch 
he enters fully into group activities. The few 
disturbed patients are treated in seclusion 
quarters and given special nursing care until 
able to join the group. Manic patients may 
be treated daily or, at first, twice daily until 
4-6 treatments are given. 

During early convalescence the patients 
are accompanied by nurses or attendants 
during outside privileges, until one is sure 
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the patient may safely go unattended. Special 
parties and excursions are arranged by the 
nursing staff to break up the routine as much 
as possible. The objective is a total push pro- 
gram between and after treatments. 

Nutritional Care: The nutritional problem 
is too often neglected in depressive patients, 
many of whom have subclinical manifesta- 
tions of vitamin deficiency states. For many 
years we have found that subshock?® insulin 
therapy counteracts anorexia in psychotic 
states. All underweight patients are either 
placed upon morning doses of insulin—20 
units 30 minutes before breakfast—or the 
dosage is gradually increased to subshock 
levels along with electroshock. The weight 
gain upon this regime, with diets of 4000 
calories per day, is 2-3 pounds a week. From 
experience we have found this one of the 
most useful adjunctive treatments to shock 
therapy. In certain cases we continue it for 
perhaps a week after termination of electro- 
shock. 

Medication: We have gradually discontin- 
ued all sedative drug therapy except in in- 
dividual treatments. Upon admission a patient 
may have initial doses of mild barbiturates 
for the first or second night. Thereafter no 
sedative is ever given for insomnia or agita- 
tion. Likewise cathartics are never given. All 
other medications are prescribed according 
to specific needs, as for anemia, vitamin de- 
ficiency, etc. We have no confidence in any 
hormonal treatments to correct involutional 
psychoses. 

Psychotherapy: The role of psychotherapy 
in relation to shock therapy has yet to be 
defined. We believe*? it has a definite place 
and is also prophylactic in certain cases of 
relapses. Our basic principles in the use of 
psychotherapy along with convulsive shock 
therapy are as follows: 

Psychotherapy in our psychiatric depart- 
ment of a general hospital, we believe, begins 
with the preliminary interviews and the type 
of reference fram referring doctors or relative 
—that is, the way family and patient are 
introduced to the department. The psychol- 
ogy of salesmanship on the part of the resi- 
dent who takes the informant’s history, the 
meeting of patient with the chief of service 
and the supervising nurse, his admission to 
the department, the explanation of the rules 
of the department or the signing of the shock 
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permit are all important. His initia) Contact 
is of tremendous importance from the stand. 
point of workable rapport and of family sup- 
port in the future program. 

The discussion of shock therapy is a qa. 
cate topic with certain sensitive patients and 
relatives. Even use of the terms “shock, eop. 
vulsion,” etc., are often traumatic. We Prefer 
to explain as little as possible to the Unin- 
formed patient. Often the simple Words, 
“electric treatments,” or “sleep induced by 
electricity” will suffice. If more anxiety jg 
present, we may reassure the patient that 
there is no pain or discomfort and a medicine 
(curare) is given first to relax him. For those 
who have read or heard unpleasant things 
about treatment more explanation may hp 
necessary. To relatives who sign the shock 
permit we usually explain fully and com. 
pletely the nature of the treatment and its 
hazards. 

We attach much significance to the esprit 
de corps of the department, which must start 
with the chief of service and carry through 
the entire organization. A good initial contact 
and establishment of confidence in the treat- 
ment program on the part of family and 
patient mean everything from the standpoint 
of future therapeutic success or failure. 

After admission the patient understands he 
will not see his family for several weeks, 
Psychotherapy then proceeds through the 
personal interview, evaluation of mental 
status, psychologic tests, physical examina- 
tion, interview under narcosis and general 
ward contacts with other patients—some of 
whom are paranoid, some improving with 
therapy, all ready to implant the new patient 
with their attitudes. These reactions and in- 
fluences must be observed and countered by 
physicians and nurses. 

During the active shock therapy period 
little direct psychotherapy is attempted be- 
cause of the amnesia following treatments 
and the developing mental confusion. The 
nurses’ management, reassurance and al- 
swering of spontaneous inquiries constitute 
the only psychotherapy in this phase. How- 
ever, total push, recreational-occupational 
therapy and other activities are kept up. 

At the end of shock therapy all patients 
with psychogenic conflicts have regular daily 
interviews along with prescribed reading. 
Bibliotherapy is used a great deal, according 
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to the patients intellectual level, from simple 
elementary mental hygiene articles to more 
technical, psychoanalytically oriented discus- 
sions. Informative pooks dealing with sexual 
problems are used frequently. Daily inter- 
yiews and discussions concern both the pa- 
tient’s problems and his prescribed reading. 

Emphasis constantly focuses upon the pa- 
tient’s understanding of his problem and 
what he can do about it in future adjust- 
ments. It is surprising how many previously 
important issues disappear or no longer dis- 
turb the patient after shock therapy. Time 
and again, almost spontaneously or with little 
guidance, patients resolve their own con- 
flicts. Practical positive advice is often given 
about better social adjustments, normal sex- 
ual living, contraceptive technics, change in 
occupation, educational programs and re- 
creation, but only after one’s conviction that 
such advice can be incorporated and followed. 
In the majority of reactive illnesses, this brief 
form of psychotherapy at a conscious level 
proves sufficient following shock therapy. 

For psychoneuroses not receiving shock 
therapy a more detailed reeducational, modi- 
fied analytic type is used, with such short 
cuts as narcosynthesis, where indicated. 

Upon discharge from the hospital, usually 
two weeks after shock therapy and some 5 
or 6 weeks after treatment was begun, all 
patients are followed up for one month or 
longer, as indicated. In our experience most 
relapses occur within 30 days after treatment. 
We insist on a first report within two weeks 
and base subsequent interviews upon this pre- 
liminary report. We have found that most 
relapses stem from too early dismissal, too 
few treatments, or a return to disturbing 
home factors. When any symptoms of relapse 
occur the patient is either again hospitalized 
or given 2-4 more shock treatments. The large 
percentage hold up well under this type of 
supervision. Our relapse rate is not over 10 
per cent. 

In regard to relapses, the preliminary re- 
port of Geoghegan and Stevenson?° deserves 
mention. Of two groups having had two or 
more attacks of mental illness during a 5-year 
period, 13 received single monthly shocks 
after recovery while 11 refused such treat- 
ment. After a 3-year period none of the first 
group had had a recurrence, whereas all of 
the second had had one or more recurrences. 
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More and more therapists are recommending 
similar prophylactic treatment. 

Reviewing psychiatric progress in 1948, 
Wortis*! noted no adverse reports on the use 
of convulsive shock therapy. All agreed that 
it substantially reduces need and duration of 
hospitalization, improves quality of remissions 
and delays relapses. Early treatment is judged 
important and over-preoccupation with psy- 
chotherapy may seriously delay \ successful 
therapy. In unresponsive or chronic cases, 
simultaneous electroshock and insulin ther- 
apy were increasingly used, Wortis notes. 

I am sure the enthusiasm of the therapist 
for the success of his program .contributes a 
great deal to the type and extent of recoveries. 
These therapies can never be routinely pre- 
scribed if a high degree of success is to be 
achieved. Individual application according to 
indications and personal needs of the patient, 
firm pushing through of panic reactions, 
working out the best insight possible and 
discharging the patient happy, grateful and 
spontaneously willing to return, if necessary, 
are important factors in the successful opera- 
tion of this extremely valuable tool in term- 
ination of disabling affective illnesses. 

I would reemphasize again that shock ther- 
apy per se is not the entire answer and its 
scientific successful use must be a part of 
the entire psychiatric treatment program. 
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Technical Observations on the Use of 
Independent Ear Electrodes 


MERCER McAVOY* and SAMUEL C. LITTLE, M.D.** 
Birmingham, Alabama 


It is standard practice in many electroen- 
cephalographic laboratories to use inter-con- 
nected ear electrodes, either grounded or 
ungrounded, as reference electrodes in the 
so-called monopolar derivations.!? It is the 
purpose of this paper to demonstrate that 
under certain circumstances this technique 
may give misleading results in focal lesions 
of the temporal lobe. 

As early as 1941 Jasper?-® pointed out that 
the ear lead in many instances acts as a dif- 
fuse temporal lead and other workers*-1° have 
confirmed this opinion and have also pointed 
out that “monopolar” derivations using the 
contralateral ear as a reference lead fre- 
quently has additional localizing value. 

In Figure 1 it will be seen that there are 
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poral lobe alone. It is our opinion that 
many areas in and under cover of the tem- 
poral lobe that might give rise to a focal 
dysrhythmic disturbance which would be 
picked up best by the ear electrode. These 
areas include the insular, the under surface 
and medial surface of the temporal lobe and 


*Laboratory of Electroencephalography. 


**Division of Neurology, Department of Medicine, 
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possibly some deeper structures such as parts 
of the thalamus which discharge to the tem- 
dysrhythmic disturbances arising in this 
fashion may be “led in” through the ear 
lead on that side and will appear to all scalp- 
to-ear derivations on that side in independent 
ear lead derivations and on both sides if the- 
ears are interconnected. Thus it is possible 
for the standard “monopolar” technique 
using interconnected reference ear electrodes 
to show the dysrhythmia as a generalized 
process when actually the lesion causing it 
is focal. 

In the present studies 84 electroencephalo- 
grams were obtained, using independent un- 
ilateral reference ear electrodes as well as 
the standard interconnected grounded re- 
ference ear electrodes. Analysis of the elec- 
troencephalograms so obtained revealed that: 


14 or 16% were normal 
23 or 28% showed diffuse fast or slow change 
16 or 19% showed paroxysmal patterns without 
localization 
2or 2% were unsatisfactory technically 
29 or 35% showed focal changes of one sort or 
another. 


84 100% 


Of the 29 electroencephalograms showing 
some degree of focal change, the independent 
ear electrode technique showed the focal 
nature of the disturbance better in 16 cases 
(55 per cent) than did the standard technique 
referred to above. In 13 cases (45 per cent) 
the independent ear electrode technique did 
not show the focal nature any better than 
the standard technique. 

The electroencephalogram of a patient with 
a vascular lesion on the right side is shown 
in Figure 2. In this figure it will be seen that 
the tracing obtained with the standard tech- 
nique showed no evidence of lateralization 
except slight reduction of alpha activity on 
the right, while the independent ear electrode 
technique reveals the alpha to be markedly 
reduced on the right and the slow activity 
to be almost entirely on the right side. 
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Another illustration of the value of the 
technique is shown in Figures 3 and 4. This 
patient had an extensive fibrillary astro- 
cytoma of the left temporal lobe. The find- 
ings with the standard interconnected ear 
electrode technique did not reveal the focal 
nature of the dysrhythmia nearly as well as 
did the independent ear electrode technique. 

As many cases of psychomotor disorders 
show focal temporal lobe spikes, the inde- 
pendent ear electrode technique is useful in 
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indicating that the disorder is the result of 
a focal dysrhythmia rather than a gener- 
alized one. An illustration of such a case is 
shown in Figures 5 and 6. 

Forty-five per cent of the patients with 
focal electroencephalographic changes did 
not show the localization any better on in- 
dependent ear electrodes than on intercon: 
nected ear electrodes. An illustration of one 
of these cases is shown in Figure 7. It will be 
noted that the focal nature of the spike 
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activity in the temporal lobe is as clearly 
demonstrated with one technique as with the 
other. The question naturally arises as to why 
some patients show a better localization with 
the independent ear electrode technique and 


why other do not. 





TABLE 1 
aring Location of Focus in Cases where 














Tadependent Ear Lead Technique was Superior 
with those Cases in which It was Not Superior 
in Localization. 

=o eon ° 
7 32268 2s 
= ¢ 35 = 3 68 
2 ¢ £€ 8 & 2&8 38 
C -e 6 6 & Of ZF 
2 S&S S& SF SF FSF As 

Independ. Ear 

Lead Superior 16 6 63 25 6 

Independ. Ear 

Lead not Superior 13 8 8 23 38 23 0 





Table I indicates that the independent re- 
ference electrode technique is more likely to 
show a localization than the standard type 
if the lesion involves the temporal lobe and 
is no more likely to show the focal nature of 
the disturbance than the standard technique 
if the lesion is frontal, central or occipital. 
This is due to the fact that the ear electrode 
acts as an additional temporal electrode of 
rather diffuse type. It will be noted, however, 
that there were 5 cases with a focal temporal 
lobe disturbance who did not show the focal 
nature any better on the independent ear 
electrode technique than on the intercon- 
nected ear electrode technique. A review of 
these cases reveals that in 4 of the 5 cases 
the change consisted of high voltage spike 
potentials or two per second wave and spike 
potentials, and in the remaining case focal 
spike potentials appeared during seizures, 
although the interseizure record showed local 
irregular delta activity. A further analysis 
of the probable anatomical nature of the 
lesions causing the focal temporal lobe dys- 
rhythmia revealed that the five cases in 
which the independent ear electrode tech- 
nique was not superior in localizing value to 
the standard technique probably had lesions 
which were superficial, such as vascular 
anomalies and scars, while the cases showing 
better localization with the independent ear 
electrode technique had lesions which were 
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diffuse throughout the temporal lobe and 
involved cortex and subcortex. 

In reviewing the records obtained with the 
two different types of techniques it was inci- 
dentally noted that the independent ear elec- 
trode technique was likely to show more 
superimposed electrocardiographic potentials 
than the standard technique, but this dif- 
ference was not great enough to cause dif- 
ficulty in interpretation of the record. 

It is our conclusion, that in patients having 
temporal lobe lesions, the use of intercon- 
nected reference ear electrodes may be mis- 
leading, and in our laboratory the use of 
unilateral independent ear electrodes has be- 
come the standard procedure, and intercon- 
nected reference ear electrodes are used only 
when there are special indications for this 
technique. 


Summary 


Many electroencephalographic laboratories 
use interconnected grounded ear electrodes 
in “monopolar” derivations routinely. Jasper 
pointed out as early as 1941 that the ear lead 
is a large temporal lead and may pick up 
focal abnormalities in infratemporal lesions. 
If this occurs when interconnected ear leads 
are used as reference electrodes a false im- 
pression may be gained that the dysrhythmia 
is generalized rather than focal due to the 
fact that it appears in all leads bilaterally. 

In 84 patients electroencephalograms were 
obtained using both independent unilateral 
reference ear electrodes and interconnected 
grounded reference ear electrodes. In 29 cases 
some degree of focal abnormality was noted, 
and in these cases the independent reference 
ear electrode technique showed the focus 
more clearly in 16 cases and did not show it 
more clearly than the standard technique 
in 13 cases. 

Analysis of the cases with focal changes 
indicated that the independent ear electrode 
technique is likely to be of superior localizing 
value when the focal change is in the tem- 
poral lobe than when the anatomical lesion is 
diffuse, producing slow delta activity, and is 
of no more localizing value than intercon- 
nected reference ear electrodes when the 
lesion is in the frontal, central or occipital 
area or when a temporal lobe lesion is of the 
superficial type which produces rapid spike 
or wave and spike potentials. 
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On Adjustment to Reality” 


HORACE G. 
Salem 


In this business of psychiatry people who 
are discouraged and unhappy and whose ac- 
customed pattern no longer furnishes or gives 
promise of pleasure in living come to us for 
help. Their instinctual needs continue, but 
the possibility of satisfaction is blocked or 
has become increasingly difficult. In such a 
situation sometimes, the whole living pro- 
cesses become slowed and the creeping leth- 
argy may assume a dragging load impossible 
to throw off, or the person may have thrown 
off all control and so finds himself in in- 
creasing difficulty with those who are still 
restrained by the balancing effect of an 
intact personality pattern. Sometimes, on the 
other hand, the driving forces seek outlet 
in terms of fantasy which gives a feeling of 
contentment with a cuddly sort of self-satis- 
faction which may gradually come to have 
greater appeal than the drab circumstances 
of the weary world which has become our 
patient’s usual outward situation. 

These manifestations of illness of adap- 
tation of the organism to its environment 
are so obvious and have been so thoroughly 
documented and classified, it has been easy 
to come to feel that these symptoms are the 
disease. This described behavior is obviously 


*Read at the Annual Meeting of the North 
Pacific Society of Neurology and Psychiatry, 
Vancouver, B. C., April 2-3, 1948. 
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wrong somewhere. The symptoms seem to be 
what is hurting the person in the necessary 
reaction to stimuli from the supposedly 
threatening forces of the world so that it is 
easy to say that our patient’s trouble is that 
he is not “facing reality.” Since much of 
reality is other people and the established 
framework within which people live together, 
we say that he is not “adjusting to society.” 
The cure, after such a formulation is evident; 
our patient must be made to see what his 
problem is and he must be helped once again 
to ‘“‘face reality” and “adjust to society.” Such 
is much of our thinking as psychiatrists and 
such is much of the thinking of the informed 
opinion of our day; hence, the vogue which 
we enjoy in our chosen profession and the 
feeling of desperate urge with which it is felt 
that the future welfare of our civilization 
is dependent upon we ourselves “facing 
reality” with ever grimmer attentiveness and 
“adjusting to society” with ever more abject 
servility. 

It is my desire to present the proposition 
that the symptoms outlined above of col- 
striction and withdrawal, promiscuous abal- 
don, and dreamlike elaboration are symptoms 
only, and not the disease at all. They at 


aspects of normal behavior, hypertrophied, } 


as a result of a disordered process of the bod 
and should be considered as an attempt 
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the organism +0 preserve in some degree its 
remaining living ability. Like the burning 
fever of a child, which may become so high 
that death from hyperpyrexia may be an end 
result, these symptoms which we have so 
carefully catalogued as varieties of illness 
can be considered as based on the organism’s 
effort to salvage life. This drive is, of course, 
a healthy one though the symptoms in their 
excess may be ultimately destructive. 

It may be something that happens to all 
civilizations at a certain stage of their growth 
and development or it may be a peculiarity 
of our own, but certain it is that in the west- 
ern world a few centuries ago a profound 
distrust of emotionally motivated thought 
elaboration began to gain ascendency and a 
feeling that a correct interpretation of the 
world about us involved the removal of all 
feeling tone from our observation. This meth- 
od of attack upon our problems is a power- 
ful one, but like any tool can be dangerous 
when directed against the self. And it has 
been directed against the self, which is a 
direction probably inevitable, as greater and 
greater dependence has been placed upon it 
and as profitably exploitable areas of external 
phenomena become relatively less abundant. 

When the objective, utterly impersonal tool 
of scientific observation is directed against 
man himself, the human organism is seen as 
but one more manifestation of protoplasm in 
its innate desire to grow and spread over, 
under, around or through any and all obs- 
tacles, incorporating all the universe into 
itself. This is the natural law ofl ife, we say, 
and so we interpret deviations from a state 
of health. Illness, according to this view, is 
a stopping, a slowing up of this vital process 
and so it follows, a return to health must 
involve a reestablishment of this expansive, 
aggressive process and the reestablishment 
of adequate controls so that this fearsome 
force shall not destroy the framework upon 
which we are dependent. 

With this scientific formulation of man and 
his fundamental nature, I am only partially 
content as I do not think our analytical pre- 
ceptions as usually accepted go far enough. 

Our scientific observations as to the nature 
of man and human adjustment have been 
made by men of a scientific bent who, as we 
mentioned above, have a distrust of the de- 
pendability of emotions and they have been 
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made largely on persons whose backgrounds 
would make a distrust of human relationships 
a logical result of their early life experiences. 
Almost all studies of the backgrounds of per- 
sons suffering from disorders of behavior and 
feeling have brought out the fact that our 
patients come from an unusually high per- 
centage of broken and unhappy homes. Our 
patients have a conditioned response of dis- 
trust of other people and a lack of faith. Such 
a feeling represents a conserving response to 
an unsound situation. Though no studies that 
I am aware of have been made on the back- 
grounds of the people who have never come 
near a psychiatrist, who never run afoul of 
the law, and who never reach the relief roles, 
it follows as an exercise in pure logic that 
the homes from which such people come are 
more successful than the average. If from 
the list of items in any category those of one 
type are removed, the remainder will show 
a higher concentration of opposite qualities. 
In terms of conditioned response and feeling 
tone, the reality of human relationships re- 
presents to our patients and clients something 
tending toward the sordid while the reality 
of human relationships represents to those 
we do not see something certainly better and 
perhaps even genuinely good. To send our 
groping patients out into the confusing world 
which broke them, without seeing to it that 
they have become aware of their essential 
difference from normal people and without 
helping them to an understanding of the true 
nature of normality, is to force them into 
deeper morbidity with even greater distortion 
of personality and even more resistive dis- 
couragement of ever finding a permanently 
wholesome relationship to the world of people. 

If we could forget for a moment the whole 
verbose ideational muddle which we have 
built up as a result of our own basic distrust 
of emotion and our preoccupation with the 
distorted emotional lives of our patients, let 
us consider some of the more obvious feeling 
tone that a theoretically normal healthy child 
might have. I have been led to this dubious 
extremity because of occasional fortunate 
contact with normals I have known and I 
have been intrigued by their odd ways and 
by their extreme reticence about themselves. 
They seem to have little insight into path- 
ological processes and they have great cap- 
acity for trust. They are quite willing to say 
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that because certain concepts are widely 
accepted they are probably true. They appear 
to easily accept the usual clichés of the day 
and have little drive to probe into the mys- 
teries of life. In my study of them I have 
become convinced that normal people do not 
know what makes them normal. This makes 
them vulnerable to giving casual acceptance 
to firmly stated false philosophies but they 
cannot be permanently led astray. I believe, 
that however great the risk, we must, if we 
are to be of real help to our struggling pa- 
tients, form at least a hypothesis of what 
the essence of a truly normal person is. 

In the first place a normal child, like any 
other child, was conceived and carried for 
nine months in his mother’s womb. He was 
then extruded into a shockingly forbidding 
environment in the midst of a well ordered 
but apparently utterly chaotic cataclysm. This 
process is accompanied in all instances by 
great stimulation and excitement of the body 
processes. How great a traumatic affect this 
particular experience has upon any given 
child we have no way of knowing except, 
perhaps, by long, costly and not altogether 
reliable methods. Certain it is there is some 
effect and that the effect varies, and certain 
it is that whatever the effect the child must 
be helped through this shattering experience 
in a sound fashion. It really does not matter 
whether it is the birth experience that is so 
far reaching in its effects or not, the prin- 
ciples of rude awakening and reastablish- 
ment of relationship with the world hold true 
throughout all life. All people to be normal 
must sometime experience such a situation 
in a sound manner. In this connection, a 
quotation from Dr. Oliver Wendell Holmes’ 
novel, “A Mortal Antipathy,”’ published in 
1885, is of extreme interest. He has Dr. Butts 
say: “We cannot think that this man is 
doomed, but we fear we must trust to as 
energetic a shock to displace the malady as 
that which brought it into existence.” 

We know that a normal child is wanted 
and is treated with all the loving kindness 
that those around can shower upon him. We 
are coming to learn that the child’s basic 
aggressions should be accepted with deep 
gratitude. His desire for food and his budding 
ability to go after it should be given the 
acceptance of abundant supply, preferably 
in terms of intimate human contact and 
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mutual need. In this way his desires and 
fullfilment of human contact, of a different 
sort much later in life, will have Overtones 
of deep contentment and satisfaction and 
will not be tinged with feelings of deep hos- 
tility because of insult to his early Strivings 
His need to defecate and urinate should pe 
graciously accepted and there should be no 
feeling tone of disdain or anxious press of 
early training on the part of those who deeply 
despise their own body processes. All this we 
know, but I am wondering if, in our desire 
to free up constrictive instinctual forces, we 
have not been by-passing another feeling 
tone which it is necessary for the child to 
absorb. 

Even with the best of care a child remains 
a weak and helpless creature subject to ap- 
prehension as he becomes aware of his rel- 
ative inadequacy and extreme helplessness jn 
a world of giants. Children gain earliest from 
their mothers a feeling of what one:should 
be afraid of and what it is that makes one 
safe. Feeling tones are not conveyed to the 
very young by word of mouth or by intellec- 
tual precept. They are conveyed by muscular 
tension, jerkiness of firmness of movement 
and tones of voice. What makes the mother 
afraid will make the child afraid and what 
makes the mother feel secure will make the 
child feel secure. It is so easy for mothers to 
come to feel: “I do not need to be afraid 
because the doctor will tell me what to do,” 
“I do not need to be afraid because I am 
intelligent and bright,” “I do not need to be 
afraid because we have plenty of money,” 
“IT do not need to be afraid because I am part 
of a great and powerful society”; and to the 
child it is easy to convey the feeling and 
grind it home in the early years of life: “You 
must not be afraid because you are a big 
boy,” “You do not need to be afraid because 
you will grow up and become strong,” “You 
do not need to be afraid because your mother 
loves you.” The child may get the idea, “If 
I try hard enough, I can learn to get along 
with people and be liked.” All of these feeling 
tones are not in themselves particularly vie- 
ious except as they may later come to have 
a compulsive quality. An analysis of them 
show that in each case such feelings of 
security are based on qualities obtainable 
either by the child himself or furnished by 
the mother or by social forces outside of the 
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home. The strongest, potentially most fear- 
some phenomena in the child’s immediate 
environment has been by-passed completely 
and because of his strength and sometimes 
resentment at being by-passed remains a 
threat to the child’s security except as de- 
fenses either in the child himself, in his 
mother or outside the home can be built up. 
Thus grows up the compulsive addiction to 
the various forms of defense and thus con- 
tinues the gnawing sense of apprehension 
because the father remains an unresolved 
phenomena taking no better than second 
place to mother’s manipulative ability, the 
child’s good behaviour, social control, or 
dreams of power and greatness. 

In pleasant wholesome homes I have visited 
it has seemed to me that here has existed 
quite a different attitude toward the power 
and strength of the father. There seems to 
exist a feeling tone not of “You are not small 
and weak and at times a total nuisance be- 
cause of this or that or the other thing,” but 
there has seemed to be a feeling tone which 
might best be verbalized something like “Yes, 
you are small and weak and at times a total 
nuisance but you do not have to be afraid 
because your (our) father loves you (us).” 
This is an entirely different basis for the 
family security and it leaves the way open 
for all sorts of ego-aggrandizing procedures 
later on, so long as the primary basis for the 
child’s security is kept intact. But it is so 
easy to slip off into these secondary avenues 
of ego-pleasure, that we even sometimes ap- 
pear to accept in our psychiatric thinking 
the idea that an intact ego is the basic de- 
fense against mental illness. When anything 
else comes between the father and the child, 
the strength and ruthlessness of the father 
remains a permanent threat but when the 
child gains a feeling of security directly from 
the father because of the mother’s fortunate 
feeling tone toward him all other sources of 
insecurity become acceptable stimuli to action 
rather than something to be resented. A 
father’s love differs vastly from a mother’s 
love. He is for one thing, when emotionally 
healthy, able to stand up for his own pre- 
rogatives and his power is probably the best 
guarantee that every other member of the 
family shall be protected in his or her proper 
field of authority. No boy is ever going to 
have anything but the utmost respect for the 
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person who by her attitude justifies his father 
in the fulfillment of his masculinity and so 
the boy in his. In speaking of a feeling tone 
of father acceptance, it must be born in mind 
that we are not speaking of any person or 
of any father who ever lived or walked the 
earth, except for the purpose of avoiding 
argument, perhaps one man. It is something 
like the broken mission bells in the song 
which had to ring before the boy and girl 
could marry. Even though they had been 
broken for a long, long time the normal people 
heard them anyway because they had true 
love in their hearts. It is the feeling a sound 
mother has deep in her armementarium of 
conditioned responses because her mother felt 
that way toward her father and so on back 
to the first developing glimmer of the human 
soul. I suspect the ability to love anticipated 
the development of the human body and the 
vaunted human brain by a large number of 
millenia. 

If we send our suffering, fear. laden, un- 
consciously hostile patient out into a long 
suffering world without his having accepted 
the grievious handicap of his unfortunate 
conditioned responses, he is still going to be 
driven by his fears and whatever he accom- 
plishes will bear the stigma of his disordered 
soul. Our patient will also be continually 
confused by the odd behavior of the numer- 
ous normal people with whom he will come in 
contact. Unless he realizes that these normals 
hold to their beliefs because of a conditioned 
response of trust and joy in contact with 
others, our patient will continue to be torn 
between his attachment to normals because 
of their essential decency, and his attach- 
ment to voraciously keen observers and logic- 
minded devotees of reason because of his own 
addiction to that tool. What our patient must 
do to be normal is to accept as every normal 
child has done at one time, his essential 
smallness and general inadequacy and come 
to realize that his security lies not in what- 
ever attainments he has himself, not in an 
anxious mother’s cuddling love, not in the 
attainments of our civilization but in the fact 
that even today, probably the majority of 
people are still making their basic adjust- 
ment to the feeling that there exists a Father 
of all mankind who in His way and in His 
own good season will look after the biggest 
of the problems of the world so long as we 
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look after our own to our best ability. Our 
patient must come to accept his temporary 
loss of personality pattern not as a tragedy 
but as an opportunity to be freed from com- 
pulsively defensive attitudes which were prob- 
ably even shortening his life. He must be 
willing to patiently await the regrowth of 
his normal strength and work out-put just 
as a child must learn that not only he does 
not need to tackle by himself all the threats 
of the world he becomes aware of, but that 
he must not. Some of the things that are 
wrong he must learn to endure. Our patients 
who would become content only so far as they 
can understand all the mysteries about them 
and within themselves, must come to be at 
ease in the presence of the unknown. The 
forces within them and without them must 
come to be accepted as essentially helpful 
rather than hurtful. In this way, our patients 
fundamental conditioned responses which 
may have been at one time highly alerted 
making for chronic physical and mental dis- 
ease, may come to radiate a feeling of security 
to his children and to his colleagues, and 
that is what we are all looking for—the 
proper path to greater true security and 
healthy growth. 

I have discussed the proposition that our 
patient’s symptoms can be considered as 
essentially life conserving phenomena, result- 
ing from continuing conditioned responses 
to an unsound previous environment rather 
than as disease entities in themselves. People 
are born in a profoundly helpless state and 
can easily become discouraged if the forces 


overwhelming. They strongly tend to adopt 
their mother’s defensive attitudes. The onjy 
feeling tone she can have which wij) ng 
result in compulsive, unbalanced personality 
development is a feeling tone she Obtaineg 
probably from her mother, that her father 
loved her and the child’s father loves him 
just the way he is and not because of possipje 
attainments or patterns of acceptable phe. 
havior. Patients must come to be grateful for 
the enforced giving up of compulsive patterns 
and glad for the opportunity to grow to more 
sound ones, based on acceptance of the reality 
of the feeling tone of having a father’s love 
in spite of weakness and folly. 

It has long seemed to me that normal peo- 
ple do not adjust to reality at all with its strife 
and ego bolstering dishonesties as we can 
see it with our scientific instruments but con- 
tinue to adjust on the basis of their intact 
conditioned responses to an early situation 
favorable to human growth and development, 
It has also seemed to me that the great scien- 
tific instrument of the Freudian couch may 
be looking in the opposite direction from 
where our true strength lies. Far from “ad- 
justing to society,’ normal people seem to 
look upon society with a certain affectionate 
tolerance much as a farmer’s family looks 
upon their threshing machine, wanting to 
keep the old machine running because a 
new one is so expensive. A return to childish 
attitudes is not necessarily a pathological 
regression but often seems to be a reintegrat- 
ing spiritual exercise. 


Oregon State Hospital, Salem, Oregon. 
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The Present Status of Narcosynthesis Using 
Sodium Pentothal and Sodium Amytal 


LEONARD TILKIN, M.D. 
Chicago, Illinois 


Introduction 


For the past decade, the use of narcosyn- 
thesis with sodium pentothal and sodium 
amytal as a psychiatric technique has under- 
gone alternate periods of enthusiasm and of 
quiesence. One of the earliest. uses of barbi- 
turates for prolonged narcosis dated back 
to 1930 when Bleckwenn!' of the Wisconsin 
Neurological Institute reported his results 
with these drugs. He observed a lucid inter- 
val in some mentally ill patients when in- 
travenous sodium amytal had been adminis- 
tered; then these patients exhibited signs 
of mild stimulation, allaying of fear, relaxa- 
tion of tension and release of inhibition. 
Actually, the controlled hypnosis for psy- 
chologic study as performed by Bleckwenn 
is what we term in modern psychiatry “the 
amytal interview.” 

In 1932, Lindemann? also pointed out that 
psychotic patients became temporarily more 
accessible under intravenous sodium amytal, 
though this did not necessarily have a ther- 
apeutic effect on their condition. Since that 
time, many authors*-§ have done extensive 
work on prolonged narcosis as a psychiatric 
technique. However, we are primarily inter- 
ested in the field of narcosynthesis which 
should not be confused with the term pro- 
longed narcosis. 


Narcoanalysis 


The first article to mention the value of 
the interview under the influence of the 
barbiturates was written by Horsley? in 1936, 
who devised the term ‘“narcoanalysis.” He 
defined it as a technique utilizing a narcosis, 
artificially induced by a barbiturate for the 
express purpose of facilitating the analysis 
of a patient’s mental content. 


War Neurosis 


Only mild interest in the use of narco- 
analysis with barbiturates existed between 
1936 and the outbreak of the war. However, 
with the outbreak in the European theatre 


of war for the British, there was a great 
amount of interest in acute war neurosis and 
therapy for such a condition. Some of the 
earliest reports on the use of barbiturates 
for war neurosis were by Sargent and Slater?° 
and Mallinson?! in 1940. Their work was fol- 
lowed by a more extensive series in 1941 by 
Debenham, Hill, Sargent and Slater.1? They 
continued to expand their knowledge and 
value of barbiturates as psychiatric tech- 
nique for British war casualties through 1942 
as evidenced by the excellent work of Sar- 
gent and Slater,!* Sargent,14 and Blyth.?> 

It was at the same time in 1942 that 
Grinker and Spiegel’® modified the work of 
the British and the early work of narco- 
analysis, and termed it ‘“narcosynthesis.” 
They defined this procedure as a state of 
semi-narcosis by intravenous sodium pento- 
thal, in which the patient relives his battle 
experiences, and is then freed from the im- 
pact of immense forces between powerful 
emotional drives and the world of reality. 
Grinker and Spiegel followed up their orig- 
inal work with several other excellent ar- 
ticles!7-19 and books?°?1 which have served as 
the nucleus for all future work in the field 
of narcosynthesis in America. 

We must be cognizant of the fact that the 
most lucrative era for this particular type 
of research flourished during the war years. 
This necessarily meant that most of the im- 
portant contributions made in this field were 
directed toward techniques combatting the 
war neuroses.?2-31 The most complete sum- 
mary of all the work done in this field can 
be described by the technique employed by 
Grinker and Spiegel,?? as follows: In treat- 
ing a patient with war neurosis, if little or 
nothing is known of the original situation, a 
typical scene is depicted. The patient is told 
that mortar shells are flying about; that one 
has just landed close by; that enemy planes 
are overhead; or that tanks are approaching 
from the flank; and that he must tell what 
is happening. The amount of such stimula- 
tion which'is necessary to start the patient 
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talking varies tremendously. Some react with 
the first few words, and launch into a vivid 
account of the action. Others resist for vary- 
ing periods, and when such resistence is 
maintained, the stimulation is made more 
dramatic and realistic. 

The therapist plays the role of a fellow 
soldier calling out various commands. Some 
patients act out the traumatic part of the 
battle scene. The body becomes tense and 
rigid, the pupils dilate while the skin becomes 
covered with fine perspiration. Breathing 
becomes rapid and shallow. During the time 
that the patient is wrestling with his trau- 
matic experiences, the therapist plays an 
active or passive role depending upon the 
degree required by the situation. As the 
patient crosses the threshold between the 
nightmare reality of his battle experiences 
and the protected environment of the pres- 
ent, the medical officer has an unparalleled 
opportunity to strengthen the discriminating 
and appraising function of the weakened ego. 
Now that, by the action of the drug and the 
liberation of emotion, the ego has been freed 
of some of the intense pressure under which 
it was laboring, it has the opportunity to 
resume its discriminatory functions. The 
medical officer now emphasizes, in a firm 
and sympathetic tone, that the battle ex- 
periences are over. The weekened ego accepts 
these reassurances, which seem valid enough 
as he comes into closer contact with the 
atmosphere of the ward. However, the ac- 
ceptance is tentative and faltering. Convic- 
tion as to its permanence and its reliability 
has yet to be won. This is the task of psy- 
chotherapy. However, the work done during 
the war served as the backbone of much work 
to come. 


Civilian Practice 


It was not until after the war that more 
attention was focused on the possibilities of 
the use of narcosynthesis in civilian prob- 
lems of private psychiatric practice. Many 
authors have begun reporting favorable ex- 
periences. 

In 1945, Adams?? reported from her ex- 
perience at Tucker Hospital that narcoan- 
alysis provides a simple means for establish- 
ing contact with the patients. One of the 
chief advantages of this method is that 
specialized skill in hypnosis and analytical 
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technique is not a requisite. 

In an attempt to shorten Psychotherapy 
Freed*4 used narcosynthesis according to th 
technique suggested by Horsley and MOdifieg 
by Grinker and Spiegel. He tried it on four 
patients who received psychoanalysis three 
hours a week for six months to over a yea, 
and eight patients who received psychother. 
apy which utilized the analytic approach but 
were usually seen weekly. The Narcosynthesis 
was carried on in these cases from two to 
twelve times. Freed found that both he ang 
the patients were better able to understang 
the psychodynamics of the illness and achieve 
the therapeutic benefit. 

Barber*® in the same year of 1946 offereg 
favorable results with narcosynthesis under 
sodium amytal explaining its adjunct as to 
psychiatric diagnosis and treatment. 

Hoch*® described the therapeutic use of 
pentothal, particularly in the neuroses, since 
the results in the psychoses are not impres- 
sive. He found that anxiety states and con- 
version hysteria fare well under treatment. 

Barbara*’ regards narcosynthesis as the 
most efficient of the abbreviated psychother- 
apeutic techniques based on psychodynamic 
principles which have been investigated in 
recent years. 

In 1947, other authors**® continued to verify 
the above favorable impressions of narco- 
synthesis in civilian practice, and the years 
to come shall supply even more extensive 
verification of the value of the procedure. 


Use of Narcosynthesis in Psychiatric 
Conditions 


Narcosynthesis has been used most effec- 
tively in dealing with severe anxiety states 
in association with mutism, stupor, amnesia, 
regressive somatic manifestations and regres- 
sive psychological manifestations. 

Narcosynthesis also plays a role in treat- 
ment of hysterical reactions,?°-*! the greatest 
experience being with the conversion type, 
pointing to the need for early and positive 
measures to secure rapid return of normal 
functions and to prevent laying down of 
chronic abnormal pattern. Gold*? reports 
many years of use of narcotherapy in hys- 
terical reactions with sodium pentothal with 
gratifying results. 

Most recently there has been the tendent] 
to use narcosynthesis as an aid to chronit 
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alcoholism. O’Hallaren*® discusses the value 
of sodium pentothal as a diagnostic aid, 
which facilitates the taking of a thorough 
developmental history of personality. During 
the course of psychotherapy, the pentothal 
interview has proved effective in facilitating 
positive transference, lowering resistances, 
releasing inhibitions and gaining complete 
information. 

It has been generally agreed that in the 
psychoses, narcosynthesis alone is of no more 
than coincidental value, although Delgado 
and Carrillo-Broatch** report that the nar- 
coanalytic procedure is useful in evaluating 
the quality of remission in patients with 
psychoses. There is, however, definite value 
in narcosynthesis combined with other types 
of psychiatric therapy for the psychotic con- 
ditions, as will be described later in this 


paper. 


Use of Narcosynthesis Related to Other Fields 
of Psychiatry and Psychiatric Treatment 


There have been attempts by some auth- 
ors*® to apply narcosynthesis to child psy- 
chiatry in that it overcomes timidity, shame 
and reticence, and influences the child to 
tell the truth voluntarily, instead of fabri- 
cating as children are inclined to do. 

Narcosynthesis has been of value in con- 
junction with other psychiatric methods. 
Levy and Perry*® report a technique combin- 
ing narcosynthesis with sodium amytal and 
insulin coma therapy which shows promising 
results in selected patients who have not re- 
sponded favorably to narcosynthesis alone. 

Gottesfeld and Novaes*’ report the use of 
narcoanalysis and sub-shock insulin in the 
treatment of anorexia nervosa. 

Electric shock treatment with the use of 
sodium pentothal as a psychomotor depres- 
sant is described by Rubinstein4®:4? and Clark, 
Keifer and .Gerson®® offers a correlation of 
results of sodium amytal narcosis and con- 
vulsive shock treatment. Similar reports 
were described by Lebenson.°®! 

Duval? describes a psychiatric procedure 
of value of integrating narcosynthesis and 
hypnotism. 

Wilbur®* offers the use of intravenous bar- 
biturates in determining the prognosis of 
metrazol therapy. However, since metrazol 
therapy is becoming obsolete, the value of 
such a determination is problematical. 
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The Extent and Future of 
Narcosynthesis 


Narcosynthesis is now being used inter- 
nationally with gratifying results, as evi- 
denced by the work of foreign authors°*-*° 
and is rapidly gaining support as a respected 
and valuable psychiatric technique. 


The future of narcosynthesis is infinite, 
and the possibilities endless. 


Summary and Conclusions 


1) The earliest use of sodium pentothal 
and sodium amytal for prolonged narcosis 
showed coincidental findings of a diagnostic 
nature. 

2) The first intentional diagnostic find- 
ings obtained under these drugs was termed 
narcoanalysis. 

3) The predominance of war neurosis led 
to extensive work with these drugs resulting 
in a modification, needed for emergency 
battlefield use, and termed narcosynthesis. 

4) Applications of war techniques were 
successfully adapted to civilian practice. 

5) Best results were obtained with anxiety 
states and hysterical reactions. 

6) Favorable results employing narcosyn- 
thesis have been reported in chronic alco- 
holism. 

7) Narcosynthesis is of no value therapeu- 
tically in the psychotic states, but is of value 
in evaluating the quality of remission in pa- 
tients with psychoses. Narcosynthesis is also 
valuable in conjunction with other psychia- 
tric techniques. 

8) Child psychiatrists have reason to be- 
lieve that narcosynthesis betters the relation- 
ship between the examiner and the child. 

9) Narcosynthesis has been used in con- 
junction with other psychiatric techniques; 
including, insulin shock, sub-shock insulin, 
electric shock, hypnotism and metrazol. 

10) The extent of narcosynthesis is now 
international in its application. 

11) The future possibilities that narcosyn- 
thesis offers clinically to the psychiatrist are 
unlimited. 
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DISEASES OF THE NERvous SYSTEM 


Physical Symptoms Masking Early 
Psychiatric Disorders* 


LOUIS G. MOENCH, M.D. 
Salt Lake City, Utah 


Every physician in clinical practice at one 
time or another encounters a patient present- 
ing a physical symptom which masks an 
underlying personality disorder. Initially the 
diagnosis of the physical disorder may seem 
entirely appropriate but treatment is effec- 
tive only for a few days. Then the symptom 
recurs with increasing frequency and per- 
sistence, to the point that the continual ap- 
pearance of the patient in the waiting room, 
complaining and dissatisfied, becomes a 
source of annoyance and irritation to the 
doctor. Usually the patient has an exasper- 
ating habit of exhibiting one set of symptoms 
but as soon as the physician has made a 
diagnosis and instituted a plan of treatment, 
he finds an entirely new set of symptoms 
insidiously growing and the first set evanesc- 
ing. For months, while the patient or the 
physician or both become exasperated, and 
the patient begins to feel more and more that 
he is pursuing an elusive will-o-the-wisp. 
Then, because of the “nuisance value” of 
the patient, or because the patient’s behavior 
has become bizarre, a diagnosis of mental 
disease is made, and the patient is hustled 
off to a psychiatrist. 

On the other end of the history, the psy- 
chiatrist, who should be in the best position 
to make an early diagnosis of mental dis- 


| order, sees the patient only after the diagnosis 


has become obvious. Often the delay repre- 
sents the loss of the best opportunity for 
early definitive treatment. While the psy- 
chiatrist should be alert to the possibility of 
the medical syndrome meaning medical dis- 
ease, he usually can evaluate the symptoms 
in the light of mental significance. 
Somewhere in the never - never - land be- 
tween the onset of the symptoms and the 
diagnosis of mental disorder should be a 
place where an early diagnosis could be made. 
Few physicians are so naive as to think all 
schizophrenics stand in bizarre postures, ac- 





*From the Salt Lake Clinic, Salt Lake City, Utah. 


tively hallucinating, or that all depressed 
patients sit around all day crying, wringing 
their hands, begging to die, or all manics 
spend the day climbing walls, but often such 
behavior is necessary before the physician 
thinks of mental disorder in a medical pa- 
tient. The family of such a patient nearly 
always includes one or more members who 
are unable to conceive that their dear rela- 
tive might have a supra-orbital reason for 
the many puzzling and bizarre symptoms. 
Until the pet family doctor or the pet vitamin 
of each aunt or uncle or lodge brother has 
been tried, the family and friends will give 
the patient no peace, but hustle him from 
doctor to chiropractor to osteopath to drug 
store. 

The etiology of the symptoms is often un- 
clear, but disturbances in mood, which often 
accompany mental disease, may induce pro- 
found changes in the physiology of the cen- 
tral nervous system, changes which may lead 
to symptoms. Also, in mental disease, per- 
ception of body sensations may be misinter- 
preted and normal sensations may become 
symptoms. Further, symptoms may represent 
symbolic mental conflicts or the attempt at 
solution of the conflicts. 

A note of warning is in order concerning 
the diagnosis of mental or personality dis- 
orders on the basis of the doctor’s annoyance 
with the patient. Unhappiness and annoy- 
ance frequently result from non-success in 
our undertakings. Hence, if the doctor is 
unable to handle the patient successfully, 
that is, get good results from his diagnosis 
and treatment, he is apt to become annoyed 
at the patient, and too frequently the epithet: 
“A G..D... neuro” is fastened to a patient 
simply because he makes the doctor feel in- 
adequate. The absence of demonstrated (if 
not demonstrable) defect does not prove the 
psychogenic origin of symptoms. Neuroses 
and psychoses are diagnosed, not by exclu- 
sion of organic disease, or by the annoyance 
of the doctor, but by adequate, significant 
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findings in the history and the mental ex- 
amination. 

Patients with emotional or mental dis- 
orders frequently are persistent enough to 
obtain, eventually, a “complete, thorough 
physical examination,” and often a gamut 
of laboratory studies. Rare, indeed, is the 
patient who does not evidence some slight 
defect—an apical systolic murmur, a deviated 
nasal septum, a white cell count slightly 
above average, agglutinations to certain an- 
tigens in low dilution, or a few degrees of 
hydrochloric acid more or less than the aver- 
age. All too often such an incidental finding 
becomes the cause juste of all the patient’s 
symptoms, no matter how diverse or far re- 
moved. The finding of a defect does not 
necessarily prove that the symptoms are due 
to that defect. 

Headache is probably the most universal 
symptom. The following cases, representing 
a variety of psychiatric syndromes, all pre- 
sented themselves with the chief complaint 
of headache. 


Case 1: Headache as a manifestation of con- 
version hysteria. 


Chief complaint: Pain in the head, back 
of neck, and ears. Weariness. 

At the age of 14, about 1 month before she 
was to return to school, the patient rode to 
the local physician (Dr. 1) on her bicycle to 
have him investigate a right lower quad- 
rant pain of 1 month duration. An emerg- 
ency appendectomy was performed. She was 
“cured,” but continued to have pain for 6 
months, finally treated with x-ray. One year 
later she began to have pain in the upper 
part of the back, both ears, jaw, and head. 
She saw her local doctor (Dr. 1), who re- 
ferred her to a neighboring internist (Dr. 2), 
who referred her to an otolaryngologist (Dr. 
3), who treated her weekly for 6 months, 
each visit necessitating an 80-mile. trip. She 
was “better” but at times had so much pain 
she could hardly open her jaws enough to 
give oral reports in school. 

She then went to another town to Dr. 4, 
who decided she had a mastoid infection 
(x-rays were reported negative), put her in 
the hospital, gave her sulfonamides and 
penicillin, which helped “somewhat.” The 
condition recurred, with increased severity, 
one week later. One morning she was unable 
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to raise her head because of extreme Pain 
She was helped out of bed, but fainted, and 
remained in bed 2 days. The father, disgusteq 
with local medical help, moved the whol 
family to the largest town in the State, “to 
be near more doctors.” 

Dr. 5 said it was a poor bite, and 2 different 
dentists (Drs. 6 and 7) worked for 2 month 
without avail, then sent her back to pr. 5, 
who gave local treatment to her sinuses for 
2 months, without help. Dr. 8 (internist), 
gave nicotinic acid intravenously, with relier 
of a recently acquired dizziness, but without 
effect on the pain. Drs. 9 and 10 (otolaryn. 
gologists), gave local treatment without help, 
A chiropractor (“Dr.” 11) had helped her 
mother’s backache, so the patient went to 
him regularly for 2 months, with help after 
each treatment. 

Dr. 12 (ophthalmologist) found a large 
blind spot in one eye. Ah, ha, Brain Tumor! 
Dr. 13 (neurosurgeon), studied for a week, 
and just before he was ready to do the “final 


tap” as the patient called it (air encephalo-: 


gram), the family rushed the patient to a 
more famous midwestern neurosurgeon (Dr, 
14), who, after one week of examination, 
including air and electro-encephalograms, 
gave a negative report. (Rumor came back 
that he said, “You can’t have a brain tumor, 
you haven’t got a brain” but we suspect 
exaggeration). Dr. 14’s otolaryngologist asso- 
ciate, Dr. 15, gave local treatment for 2 weeks, 
with excellent improvement. The details of 
treatment were relayed back to Dr. 10, but 
the charm was lost in the mails. “Dr.” 16, 
an osteopath, gave treatment for a week, but 
it proved too strenuous. Dr. 17 (orthopedic 
surgeon), diagnosed a rheumatoid cervical 
spondlyitis. Dr. 18 (internist), transferred her 
to Dr. 19 (internist), who found a BMR of 
—20, but thyroid medication was of no bene- 
fit. Dr. 20 (otolaryngologist), gave a negative 
report, sent her back to Dr. 19 without treat- 
ment. Dr. 19 referred her to Dr. 21 (ps- 
chiatrist). 

Briefly, the history gave an obvious clle 
to the patient’s mechanisms. Two interviews 
brought out marked repressed paternal ho0s- 
tility, and marked anxiety over a worshippe 
older brother, a pilot during the war, wh 
never did write home, and a frustrating lov 
affair. Short term psychotherapy proved Vel] 
effective in alleviating the symptoms. 
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Case 2: Headache in a psychopathic person- 
ality. 
Chief Complaint: Headaches—severe, con- 
stant, for 3 weeks. 


The patient was in an auto accident 3 weeks 
pefore admission. She was transiently un- 
conscious, awakened with a severe headache, 


and had the headache constantly since. Fol- - 


lowing the accident she required a great deal 
of sedation, and after discharge from the 
hospital was having the family doctor visit 
her three to four times daily to give her 
Demerol injections. Neurological examina- 
tions and air encephalography in the hospital 
were reported normal. 


One brother was in a closed ward in a 
Veterans’ Hospital, and faced a prison term. 
The mother was an alcoholic. The patient was 
divorced and had 2 illegitimate children, 
both placed in foster homes. She had been 
slow in school and quit in the 12th grade. 
She was never well, “nervous—heard it a mil- 
lion times a day.” About 6 years before the 
present episode she had a “terrible break- 
down,” was under psychiatric care, but a 
sympathetic and patient family doctor “made 
the cure.” She entered the service in World 
War II, but was hospitalized a number of 
times for stomach cramps. Finally she was 
given an N. P. discharge for sleep-walking. 


Instead of returning home, she got a job 
Singing in a night club in a mid-western 
city. She was hit on the head with a black- 
jack, and had spells of “black-outs,” fell, 
hit her head on a pavement, was taken to a 
Marine Hospital, then to a state mental hos- 
pital, then to a Veterans’ Hospital. She made 
a strong transferrence to her therapist in 
the Veterans’ Hospital. She was finally re- 
leased, and saw a local psychiatrist several 
times, but suffered a “breakdown,” went to 
a western town and drank and gambled until 
her money ran out. 


During this time she had several impetuous 
love affairs. On the night of the auto accident, 
she was with a man with whom her parents 
had forbidden her to associate; both were 
intoxicated, and despite her being without a 
driver’s license (revoked because of 3 auto 
accidents in the last year) she was driving. 


The Veterans’ Hospital agreed to accept 
her for further treatment 
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Case 3: Headache as an early symptom in a 
schizophrenic patient. 


Chief Complaint: Headache and abdominal 
pain. 

The patient had never been well. She had 
been addicted to cathartics since childhood. 
In 1922 she had an appendectomy for right 
lower quadrant pain, without relief. In 1930 
a right ovarian cyst was removed, but the 
pain was still unrelieved, and her menstrual 
periods became even more painful. In the 
spring of 1945 the pain in the right lower 
quadrant became worse. She was treated in 
a hospital for 6 months, to “build her up.” 
Then a bloody diarrhea began, and persisted 
for a year, until the present admission. In 
the autumn of 1945 an exploratory laparo- 
tomy was done and adhesions freed, a choc- 
olate cyst of the left ovary was removed, 
then the entire ovary and uterus. Since then 
she continued to have abdominal pain, bloody 
diarrhea, and headaches. 


The only significant physical findings were 
emaciation and the surgical trade-marks. 
Various x-rays and laboratory tests, spinal 
tap, examination of the feces, and proctos- 
copy were all reported within normal ranges. 

On: interview, she showed bizarre gestur- 
ing, inappropriateness of affect, fixation of 
certain ideas, and an almost compulsive de- 
sire to repeat a certain “dirty” four latter 
Anglo-Saxon word. Material of a hallucina- 
tory nature was elicited. A diagnosis of 
schizophrenia was made, and she was trans- 
ferred to a state hospital. 


The polysurgical approach to early schizo- 
phrenic symptoms is very common. 


Case 4: Headache as a symptom of a psy- 
choneurotic depression in a patient with 
constitutional psychopathic inferiority. 


Chief Complaints: Headache, pain in the 
neck, insomnia, fatigue, despondency. 


The patient had been “nervous” all her 
life. At the age of 22 she had an abortion 
“for nerves” (insomnia, severe hyperemesis 
gravidarum). In 1946 she became more nerv- 
ous, complained of headache (in the back 
of the head and neck), apathy, irritability. 

She was treated for an inflammation of 
the uterus. Then she developed “terrible 
pain” in the head, shoulder and arm. X-rays 
showed a questionable gall-bladder disease, 
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so she had a cholecystectomy and an appen- 
dectomy. She had a “terrible time” in the 
hospital, with “nerves, pain, insomnia.’ She 
developed many other complaints, and was 
transferred to a private sanitarium in a 
near-by city. She was given electric shock 
treatments, and responded well, but left 
against advice before active psychotherapy 
could be undertaken. Her “cure” lasted only 
7 months, when the headaches and other 
symptoms recurred. 


Case 5: Headache as one of a multitude of 
complaints in an involutional melancholia. 


Chief Complaints: Headache, stomach 
trouble, bladder trouble, burned out kidneys, 
etc., ad infinitum. 

The patient was ill with pneumonia 6 years 
before the present visit. She was in bed 2 
months, and has not had a well day since. 
“The top of my head feels like a plate, and 
the back of my head aches terribly all the 
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time.” The other symptoms filled a long p 
just in their enumeration, without any ate 
tempt at elaboration. She had been on various 
bizarre.diets. About 3 years ago she began 
to cry frequently, felt hopeless, has haq ideas 
of reference, and various “imaginations that 
seemed real.” 

A diagnosis of involutional melancholia was 
made. After five electric shock treatments 
she seemed entirely well. 


Summary 


A great number of patients with mentg) | 
disorders are seen first because of physica 


symptoms, and often they succeed in obtain. 
ing prolonged medical treatment, until the 
mental nature of the illness becomes obvious, 
with expensive, wasteful, and often tragic 
delay of appropriate treatment. 

Five cases of psychiatric disorders are pre. 
sented, all with the initial complaint of heag- 
ache. 
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